Typhoid fever is a systemic disease caused by Salmonella typhi. It is endemic in Southeast Asia and in Singapore there are about 120 infections notified annually', Salmonella infections present a spectrum of clinical syndromes. In Singapore there are 150 to 200 cases of leptospirosis annually'. We report a case of Salmonella septicaemia with unusual manifestations which made initial diagnosis difficult.
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Case report
A 24-year-old mentally retarded man was admitted after 2 days of fever, diarrhoea, exertional dyspnoea and severe myalgia of the lower limbs. On admission, he was tachypnoeic. His temperature was 38.0°C and blood pressure was 130/90 mmHg. He had marked pallor and his calf muscles were exquisitely tender to touch. No jaundice, rash or lymphadenopathy was detected. Crepitations were present at the base of the right lung. Watery, non-bloody brown stools were seen on rectal examination.
Investigations showed haemoglobin 6.5 g/dl, white cell count 13200 per mm", reticulocyte count 1.2% and erythrocyte sedimentation rate 70 mm/h. Serum urea 160 mg/dl (26.7 mmol/l), creatinine 6.2 mg/dl (548 mmolll) and serum electrolytes were normal. Blood gas revealed pH 7.32, Pao 2 67.2, PaC0 2 31, standard bicarbonate 16.5, oxygen saturation 89.9%.
The differential diagnoses were leptospirosis, Salmonella and Rickettseal disease. He was treated with 2 g ampicillin intravenously daily.
He was nursed on ventimask 40% oxygen, and transfused with 2 pints of packed cells. Three days later, jaundice was detected and his condition deteriorated. He went into septicaemic shock and became oliguric. His serum urea rose to 275 mg/dl and serum creatinine 7.5 mg/dl. He became markedly tachypnoeic and a repeat blood gas examination revealed type II respiratory failure: pH 7.193, Pa0 2 47.7 PaC0 2 52.7, standard bicarbonate 16.9, oxygen saturation 72.1 %. Chest X-ray showed bilateral diffuse opacities.
He was transferred to the intensive care unit and put on respiratory support. Intravenous crystalline penicillin (16 mega units) daily was added to his therapeutic regimen. He died the following day. Post mortem was denied.
Meeting reports
Blood cell f'I1terability: villain of disease or victim of circumstances Keywords: erythrocyte rheology; leukocyte rheology; interaction; coincidence of abnormality with disease The proceedings of this meeting highlighted the fact that the aetiology of rheological abnormalities in blood cells is multifactorial. In the majority of cases, However, results of various laboratory investigations yielded valuable information after his demise. Salmonella typhi sensitive to ampicillin and chloramphenicol was grown from clot culture. Blood cultures gave negative results. Muscle enzymes were grossly elevated: SCPK 38100 u/l and serum aldolase 37.1 u/l. Liver function test showed hepatocellular damage: total protein 6.4 g/dl (64 gil) albumin 2.5 gil (25 gil) bilirubin 8.9 mg/dl (15 mmolll), SAP 66 u/l, SGPT 422 u/l, SGOT 1087 u/l. Sensitized erythrocyte lysis test was positive at titre of 1 : 25. Blood culture for leptospira was not sent. Widal and Weil Felix tests were negative. On the day of demise, haemoglobin was 8.7 g/dl, white cell count 35 600/mm 3 and platelet 92000/mm 3 •
Discussion
Our patient manifested two rare complications of typhoid fever, namely jaundice and polymyositis. The initial clinical presentation made differentiation from leptospirosis extremely difficult as jaundice, renal failure and severe myalgia simulated leptospirosis. Hepatic involvement with jaundice is a rare complication of typhoid fever and its prevalence ranges from 1 to 7%3. Four cases of typhoid polymyositis have been reported and all improved with chloramphenicol therapy". Our patient had both complications.
His illness took a devastating course with acute respiratory distress syndrome (ARDS) as the terminal event. Although typhoid fever is a severe disease with the potential of a fatal outcome, this constellation of jaundice, polymyositis and ARDS has, not been reported before.
Severe toxemia, altered state of consciousness and shock have been regarded as indicators of poor prognosis in patients with typhoid fever. There is striking reduction in mortality among such critically ill patients treated with high dose dexamethasone and chlorarnphenicol", Chloramphenicol was not used in our patient as local strains of Salmonella were readily susceptible to ampicillin. Awareness of these rare manifestations of typhoid fever should be helpful in arriving at an early clinical diagnosis before supportive serologic and bacteriologic studies. erythrocyte filterability is a reflector of some aspects of disease rather than a primary cause. One example of the response of erythrocytes to their environment was provided by Mr M A Anwar (St Mary's Hospital, London). In a group of patients with severe liver disease, blood viscosity at low shear rate was elevated due to increased plasma viscosity and a gross abnormality in red cell aggregation. This latter effect, attributed to high levels of immunoglobulins was presented graphically in a film taken of a blood sample under a microscope cover slide.
